hourglass deformity. The success and feasibility of surgically correcting residual curvature after intralesional CCH remains poorly characterized.
METHODS: We performed a retrospective analysis of patients who had intralesional CCH treatment for Peyronie 0 s disease (PD) who subsequently underwent penile plication (PP), plaque incision and grafting (PIG), or inflatable penile prosthesis (IPP) placement as part of their treatment for residual curvature.
RESULTS: Nine men who underwent PP, PIG, or IPP for the treatment of residual curvature after intralesional CCH were identified (Table) . Six patients underwent PP, one patient underwent PIG and two patients underwent IPP with ancillary straightening maneuvers. The mean time (in days) from the last CCH injection to surgical correction was 128.9. The mean pre-CCH curvature was 69.4 degrees and the mean post-CCH curvature was 52.78 degrees. Seven out of nine patients had no residual curvature after surgical treatment. Increased fibrosis with increased surgical difficulty was noted in three out of nine patients. No post-operative complications were noted.
CONCLUSIONS: The surgical treatment of PD after intralesional CCH is safe and effective in men who desire correction of residual curvature. There may be increased technical difficulty in some patients.
Source of Funding: None

PD31-09 PENILE PROSTHESIS IMPLANTATION (PPI) PLUS CORPOREAL RECONSTRUCTION WITH COLLAGEN-FLEECE GRAFTING IN THE TREATMENT OF PEYRONIE'S DISEASE (PD) WITH OR WITHOUT ED
INTRODUCTION AND OBJECTIVES:
The most successful treatment option of Peyronie's disease remains surgical, despite also being the most invasive. There are described several techniques for the correction of penile curvature, being technically demanding those in which grafts are used. We present our initial experience and preliminary results of partial plaque incision and grafting with self-adhesive film containing collagen combined with PPI (inflatable or malleable) in the treatment of Peyronie's disease.
METHODS: Between January 2015 and August 2016 we operated 14 patients using this technique, six by implantation of a malleable prosthesis and the other eight with inflatable. Five of them kept proper erectile function and three had significant shortening of the penis without curvature. Four of them had been previously operated: one inflatable prosthesis + modeling; and other with sequelae after simple plication. The mean presurgical PDQ PD bother score was 9.7(8-12). Surgery was performed in the case of malleable through a single incision (with penile degloving) while IPP was performed either by 2 incisions (scrotal + penile degloving) or through a single incision (Kulkarni approach). Curvature correction was made by partial plaque incision with an H modified technique in the area of maximum curvature (or corporeal relaxing incisions) and placing a patch without suturing, covering prosthethic material.
RESULTS: The mean operative time was 69 (55-85) min. The mean postsurgical penile lengthening was 4.5 (3-6) cm. There was an improvement in PDQ PD bother score of 4.5(2-5) points. No patients had hematoma, glans isquemia or any infectious complications. All patients showed good capability of penetration and correction of the penile curvature (<10 grades of residual curvature in the seven patients) 3 months after surgery. Six patients had glans hypoestesia at this time, while after the first three months, only 3 of them remains symptomatic. The overall satisfaction rate was of 90%.
CONCLUSIONS: In our experience, plaque incision and collagen fleece grafting during penile prosthesis implantation seems to be a safe and reproducible technique that yelds higher satisfaction rates and greater penile lengthening than prosthesis implantation alone. Also this technique could be consider in the management of sequalae after PD surgery. METHODS: Tissue specimens were collected from PD patients after surgery with patients 0 consent and institutional approval and stored frozen. X-rays were used to identify postsurgical specimens with mineralization. The soft tissues in PD plaques with mineral foci were digested with 0.2% pronase for 2h followed by 0.025% bacterial collagenase P overnight at 37 o C. Mineral foci resistant to enzyme digestion were gold coated and analysed by EDS using a JEOL JSM electron microscope. Other PD plaques were fixed with ethanol and phosphotungstic acid (PTA) and imaged by micro CT.
RESULTS: Mineral foci in PD plaques were resistant to enzyme digestions by the general protease pronase and subsequent digestion by bacterial collagenase. When the mineral content of the enzyme resistant foci were analysed by EDS they showed a Ca/P ratio of 1.80 +/-0.09. The Ca/P ratios were very similar for both large and small foci. For comparison rabbit tibial bone treated in a similar manner had Ca/P ratio of 1.76 +/-0.09. The location of the mineral within the collagenous plaques was imaged using micro CT with PTA as a contrast agent to stain the collagen fibers. Micro CT images of the mineralized plaques showed mineral deposition at the interface between collagenous layers with different degrees of PTA stain contrast.
CONCLUSIONS: Mineral foci in PD plaques were enzyme resistant. The high Ca/P ratio (1.80) of mineral deposits in PD plaques were indicative of mature hydroxyapatite (Ca/P 1.67) found in bone. This high ratio was similar in both small and large mineral foci in the PD enzyme resistant tissues. The location of the mineral deposits and adjacent unmineralized collagenous matrix could readily be visualized by micro CT when PTA was used to stain the collagen fibers.
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